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INVESTIGATION OF A CLUSTERED INFECTION IN THE DEPARTMENT OF
OPHTHALMOLOGY AT A REGIONAL HOSPITAL
Chao-Tai Lee a, Pi-Wen Chen a, Chin-Lu Chang b. aDepartment of Clinical
Laboratory, Tainan Municipal Hospital, Tainan, Taiwan; bCommittee of
Infection Control, Tainan Municipal Hospital, Tainan, Taiwan
Purpose: Two strains of Citrobacter freundii resistance to ceftriaxone
(CRCF) were isolated from the corneal ulcer specimens of two patients in
two weeks from the Department of Ophthalmology at a regional hospital.
An investigation in the department was performed.
Methods: A surveillance culture for environmental objects and healthcare
workers (HCWs) in the Department of Ophthalmology were involved. The
isolate was identified using the Phoenix automatic system (Becton Dickinson
Diagnostic Systems, Sparks, MD). The standard disk diffusion was performed
for antimicrobial susceptibility testing, and interpretive criteria according to
the guidelines recommended by the Clinical and Laboratory Standards Insti-
tute (CLSI).
Results: Four C. freundii strains were isolated from the environmental ob-
jects: wash-basin, keyboard and mouse, wet-cotton with normal saline
(from two different consulting rooms) in the department. Three C. freundii
strains were CRCF that possess the same phenotypic antimicrobial pattern
with two patients except isolated from bash-basin which the C. freundii
was susceptible to ceftriaxone.
Conclusions: No doubt, the medical staffs are without sterile concept
that caused this case. We discovered the wet-cotton with normal saline
which had been used in patients for treatment. In fact the wet-cotton
must be kept at sterilization but they did not do at all. Contaminated
medical material may cause infection, we isolated CRCF that from the
wet-cotton that possess the same antimicrobial pattern with two
patients. Whether this event is outbreak, the molecular typing will be
confirmed.PS 1-093
INVESTIGATION AND CONTAINMENT OF AN OUTBREAK OF HEALTHCARE-
ASSOCIATED INFECTIONS CAUSE BY SERRATIA MARCESCENS IN A LIVER
SURGICAL WARD AND A SURGICAL INTENSIVE-CARE UNIT AT A MEDICAL
CENTRE
Chiung-Fen Liu a, Jien-Wei Liu b. aCommittee of Hospital Infection Control,
Kaohsiung Chang Gung Memorial Hospital, Taiwan; bDivision of Infectious
Diseases, Kaohsiung Chang Gung Memorial Hospital, Taiwan
Purpose: Between March and June, 2010, a significant increase in S. marces-
cens infection/colonization was found in a surgical ward and surgical inten-
sive care unit (SICU) of a medical centre.
Methods: Epidemiologic investigation with on-site inspection of daily nursing
practice and sampling specimens from vacuum balls draining intra-abdom-
inal materials and environmental surfaces was conducted. The S. marces-
cens isolates were analyzed to determine if they were of the same clone
using pulsed-field gel electrophoresis (PFGE).
Results: A total of 10 patients whose ascites culture grew S. marcescens
were found in the surgical ward and the SICU; 49 specimens, including 24
specimens of different vacuum ball drainages and 25 environmental spec-
imens, were sampled. S. marcescens grew from 5 vacuum ball drainages
and one trolley surface in the surgical ward and the SICU. All S. marces-
cens isolates were proven to be of the same strain. The first wave of this
S. marcescens outbreak started in the surgical ward, and the second wave
was ignited shortly after the index patients in the surgical ward was
transferred to the SICU. Investigators found at on-site inspection that vac-
uum ball drainages were not appropriately managed, and requirements of
hand hygiene as well as infection control measures were not fully
fulfilled.
Conclusions: The S. marcescens outbreak was successfully contained by re-
education on infection control for the staff, improved adherence to the
standard operation protocol for handling vacuum ball drainages, and in-
crease in frequency of the surgical ward and the SICU inspection to assure
strict adherence to infection control requirements.PS 1-094
VANCOMYCIN-RESISTANT ENTEROCOCCUS GALLINARUM OUTBREAK IN A
PEDIATRIC INTENSIVE CARE UNIT
Yun-Ju Ma a, Li-Rong Wang b, Ching-Chuan Liu b,c. aDepartment of
Pediatrics, National Cheng Kung University Hospital, College of Medicine,
National Cheng Kung University, Dou-Liou Branch, Yun-Lin County, Taiwan;
bCenters for Infection Control, National Cheng Kung University Hospital,
Tainan City, Taiwan; cDepartment of Pediatrics, National Cheng Kung
University Hospital, College of Medicine, National Cheng Kung University,
Tainan City, Taiwan
Purpose: Surveillance of multidrug resistant organism is important to
decrease health-care associated infection (HCAI). Since December
2013, an unusual increase in infections caused by vancomycin-resistant
Enterococcus gallinarum (VREg) was identified in a pediatric intensive
care unit (PICU). The purpose of this study aims to demonstrate this un-
usual HCAI.
Methods: A series of investigation and intervention were conducted during
this outbreak. We did a retrospective chart review, performed pulse-field
gel electrophoresis (PFGE) of the isolates, and also initiated aggressive con-
trol measures.
Results: A total of 15 VREg isolates from 3 patients were identified during
December 2013 to February 2014. Two patients were diagnosed as urinary
tract infections, and the other was diagnosed as blood stream infection.
The PFGE patterns of 3 isolates from each patient showed close related.
All of them have been hospitalized in two adjacent isolated rooms in
PICU. The education in infection control of medical and cleaning stuff was
emphasized. No other vancomycin-resistant enterococcus was identified
during environment investigation.
Figure Pulse-field gel electrophoresis patterns of the vancomycin-resis-
tant Enterococcus gallinarum strains.
Conclusions: An outbreak of VREg was identified and controlled by success-
ful infection control strategy.PS 1-095
OUTBREAK OF INFLUENZA
M. L. Foo a, P. L. Ong a, S. T. Ooi b. aInfection Control Department, Khoo
Teck Puat Hospital, Singapore; bDepartment of Infectious Disease, Khoo
Teck Puat Hospital, Singapore
Background: On 18 September 2013, within 24 hours, there was sudden
admission of 8 patients admitted through Accident and Emergency
department.
Many came in with fever, pneumonia and viral upper respiratory tract
infection.
All came from the same destitute home. The destitute home was built to
cater to care for people whom have no family members. This home comprise
of 3 levels with 24 dormitories, catering to 224 residents.
Study aims: To find out what was the reason for sudden increase admission
from the destitute home.
Methods: Case definition was set up. Patient who came from the same home
and had display of fever and respiratory tract infection like cough, running
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wards were notified via email to help trace the location of patients who
fit in this criteria. Another 6 patients were found in the wards and this
made up a total of 14 patients. Epicurve was drawn up to estimate the incu-
bation of the disease. Polymerase Chain Reaction (PCR) swab was ordered to
check for influenza A and B.
Results: Among 14 patients,10 were males and 4 were females. All had fe-
ver, 6 had cough and 2 had running nose. All 14 patients were from different
dormitories in the destitute home. The PCR showed that 11 patients had
tested positive for Influenza A (H3N2). Reported by Ministry of Health, there
was high circulating of Influenza A, H3N2 (63.2%) in the community at that
time.
Conclusion: The benefit of the study has shown the importance of stepping
up infection control practices in institution with crowded facility. To stop
the spread of Influenza, it is important to practice good personal hygiene,
wearing of surgical mask when unwell and maintaining annual vaccination
program.PS 1-096
INVESTIGATION OF AN INFLUENZA B OUTBREAK IN A NURSING HOME
L. O. Yu-Ning a, Ming-Chin Chan a, Ching-Mei Chang a, Ning-Chi Wang a,
Feng-Yee Chang b. aInfection Control Office, Tri-Service General Hospital,
Taipei, Taiwan; bDepartment of Internal Medicine Tri-Service General
Hospital, Taipei, Taiwan
Purpose: The purpose of this study was to investigate the outbreak of influ-
enza B in a nursing home. Influenza virus is classified into type A, B and C
based on its nucleoprotein. Type A (Influenzavirus A) and type B cause sea-
sonal epidemics every year, and are easy to cause outbreak. Influenza is
mainly transmitted through coughs or sneezes. The latent period is one to
three days. When infected, after sneezed or coughed, the virus would be
inhaled by anyone nearby, so it is more likely to cause cluster of infection.
Methods: In April 2014, the nursing home had an influenza B outbreak. After
ICN intervention, the infection control procedures were implemented
including cleaning and sterilizing of the environment, strictly respiratory
isolation, hand hygiene, and forbidden to visit with respiratory symptoms
unless surgical mask was worn.
Results: Six residents and healthcare workers appeared influenza symptoms.
Among them, three residents and four workers were positive for influenza B
by rapid test. The ICN found an index case that one resident’s daughter
started to have fever and respiratory symptoms on April 1, and positive
for influenza B. When she visited the index case, she did not inform about
the symptom. The possibility that she did not put on the paper mask as sug-
gested even though the mask was provided, and the limitation of the paper
mask were possibly the main causes of the outbreak.
Conclusions: The influenza spreads fast and wide, and sometimes could
cause severely complication. Although the nursing care institute did execute
infection control procedures, i.e. visitors were asked to take temperature
and verify themselves if they have respiratory symptoms before entering,
paper masks were provided, visitors should take the elevator to certain floor,
etc. The residents of the nursing care institute are often with lowerimmunity and more likely to be infected. It should not be neglected the
impact of influenza may cause.PS 1-097
INVESTIGATION AND MANAGEMENT OF A CLUSTER OF INFECTION
CAUSED BY CANDIDA ALBICANS IN A NEONATAL INTENSIVE CARE UNIT
Li-Fang Chang a, Meng-Hsiu Yen a,b, Ting-Ying Chung c, Chun-Sui Lin c, Ping-
Cherng Chiang c,d, Hsueh-Chung Lu c,d, Yueh-Pi Chiu c. aInfection Control
Committee, Taipei Medical Center, Taiwan; bDivision of Infectious Disease
Chang Gung Memorial Hospital e Taipei Medical Center, Taiwan; cInfection
Control Committee, Linkou Medical Center, Taiwan; dDivision of Infectious
Disease, Chang Gung Memorial Hospital e Linkou Medical Center, Taiwan
Purpose: In the neonatal intensive care unit (NICU) of a tertiary teaching
hospital 2 patients suffered candida albicans bacteremia at May 2012 and
a cluster of fungemia was suspected. An investigation was constructed to
prevent or diminish the health care associated infection in this NICU.
Methods: The demographic and clinical characters of the patients with
candida bacteremia were analyzed. A filed investigation was constructed
inspecting the environment, the instruments, and the daily practice of the
staff in caring patients.
Results: Both of the 2 patients with candida albicans bacteremia were less
than 1500 gm at birth, received central venous catheter (percutaneous cen-
tral venous catheter and umbilical vein catheter for each), received antibi-
otics, and received total parental nutrition (TPN) at the time the fungemia
was diagnosed. These 2 patients were cared by different nurses at beds
nearby. It was noticed that the physician caring both patients did not strictly
adhere to the policy regarding the timing of hand washing. The adherence to
infection control policy regarding hand washing, care of central venous cath-
eter (CVC) especially the CVC bundle care, timing of removing central
venous were discussed and re-emphasized and CVC bundle care was
launched. After intervention, no new case of fungemia occurred till May
2014.
Conclusion: Neonates of premature birth are vulnerable to fungal infection
for their need for parenteral nutrition and central venous catheter. Strict
adhere to infection control policy and the launch of CVC bundle care should
diminish the incidence of fungemia for these patients.PS 1-098
INVESTIGATION OF A KLEBSIELLA PNEUMONIAE OUTBREAK IN
HEMATOLOGY AND ONCOLOGY WARD OF A MEDICAL CENTER
Sung-Teng Hsu a, Ming-Chin Chan a, Ching-Mei Chang a, Ning-Chi Wang a,
Feng-Yee Chang b. aInfection Control Office, Tri-Service General Hospital,
Taipei, Taiwan; bDepartment of Internal Medicine Tri-Service General
Hospital, Taipei, Taiwan
Purpose: Bloodstream infection is usually happened in Hematology and
Oncology. When multiple patients infected with K. pneumoniae bacteremia
at the same time, it is important to verify the cross-transmission. By using
RAPD (random amplify polymorphic DNA), we could confirm whether the
infection control procedures had exactly been done.
Methods: In August 16th to September 7th 2014, there were four K. pneumo-
niae infection cases in Hematology and Oncology ward in a medical center,
which were significantly increased compared to the past. By analyzing the
patient area, medical team, drug usage (anticoagulant), central venous
catheter usage (port-A or PICC), and susceptibility of antibiotics of infected
cases, as well as RAPD technique to verify whether there were cross-trans-
mission, these information could be the basis for infection control.
Results: The four K. pneumoniae infection cases belonged to different med-
ical teams. Moreover, the patient area, caring nurses were also different.
There were no sharing of anticoagulant. However, the sensitivity tests for
antibiotics were identical. Nevertheless, the RAPD showed that the bacterial
isolates from the four cases were unrelated.
Conclusions: The ICN intervened and reminded for hand hygiene of health-
care workers when the second cases of K. pneumoniae infection appeared.
Chief residents were also been asked to assist to remind interns and other
healthcare workers to follow the aseptic techniques during insertion of
port-A or PICC. There were two more cases appeared however. The ICN
then checked whether the anticoagulant was been shared by different pa-
tients. Yet there were no sharing of the anticoagulant. Despite the same
